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Introduction
Federal healthcare reform is here. States are 
implementing the Patient Protection and Affordable 
Care Act (ACA), which will expand health coverage 
to tens of millions of Americans. To accomplish 
this expansion, the ACA mandates the creation 
of health insurance Marketplaces, which must be 
operational by January 1, 2014.1 Marketplaces will 
offer premium tax credits and subsidies to increase 
the availability of health insurance for individuals and 
small businesses. The ACA also permits states to 
expand Medicaid eligibility to people with incomes 
at or below 138 percent of the federal poverty level.
California was the first state in the nation to enact 
implementing legislation in response to the ACA. 
California has opted to expand Medicaid coverage, 
and the state has established its own Marketplace, 
known as Covered California, where individuals and 
small businesses can shop for health insurance 
beginning next year. Within Marketplaces, the ACA 
requires the vertical integration of public and private 
health insurance options. That is, applicants to 
Covered California must be screened for eligibility 
for all health insurance programs – a process that 
promises higher participation rates and better health 
outcomes for Californians. 
The ACA encourages, but does not require, the 
horizontal integration – or “interoperability” – of 
Marketplaces with safety net programs such as 
the Supplemental Nutritional Assistance Program 
(SNAP, formerly known as food stamps and known 
as CalFresh in California) and Temporary Assistance 
to Needy Families (TANF, known as CalWORKs 
in California). The ACA is silent on integration of 
Marketplaces with work support programs, such 
as Unemployment Insurance. California lags 
behind other states in “take up” of some public 
benefit programs to the detriment of low-income 
individuals, families, and communities. 
This report describes how California can take 
advantage of ACA implementation to increase 
access both to health coverage and to vital safety 
net and work support programs.
In Section I, we describe California’s public benefit 
take up problem. We identify the take up rates of 
the key safety net and work support programs, 
barriers to greater participation, and the benefits of 
increasing participation in such programs.
In Section II, we describe how ACA implementation 
can increase take up rates for health insurance 
and public benefit programs. States can expand 
integration infrastructure and operations across a 
broad range of programs and the federal government 
will pay most of the costs.
In Section III, we set forth various policy options 
for integrating California’s Marketplace with public 
benefit programs. We describe California’s existing 
integration efforts and present ACA and non-ACA 
best practices from other states regarding take up 
strategies.
In Section IV, we make recommendations focused 
on a single goal – increasing the take up rate of 
safety net and work support programs to improve 
health, reduce hardship, and grow the economy for 
all Californians.
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Summary of Recommendations
California should lead the nation in the integration 
of healthcare and public benefit programs. California 
has the most to gain by going broad (integrating as 
many safety net and work support programs as 
possible), deep (moving as close to auto-enrollment 
as possible), and fast (leveraging the multiple 
benefits of one-time federal infrastructure dollars as 
soon as possible). While practical obstacles prevent 
implementation of seamless auto-enrollment 
across all public benefit programs in the near term, 
we recommend that the state take the following 
“EASE-Y” steps in that direction:
Educate: Provide Information about 
Public Benefit Programs
To overcome knowledge and stigma gaps and to 
increase participation, Covered California should 
provide information to all health coverage applicants 
– in person, online, by mail or by phone – about the 
availability of public benefit programs for which they 
are eligible. The details of such an educational effort 
can be determined and implemented over time, but 
the baseline principle must be established from the 
beginning. 
Assist: Screen and Connect to 
Public Benefit Programs
To minimize transaction costs and reduce 
institutional barriers, Covered California should 
facilitate the screening of customers for eligibility 
for major public benefit programs beyond health 
care. This should be accomplished online, through 
the new ACA Assisters and Navigators, and over 
the phone at the new Covered California call 
center. Screen and connect is especially important 
to begin integrating the state’s three major work 
support programs, which are administered by the 
Employment Development Department.
Streamline: Integrate Healthcare 
and Safety Net Programs
To streamline eligibility for safety net programs 
and reduce administrative burdens for consumers, 
Covered California’s automated eligibility and 
enrollment system, call center, and paper application 
should integrate as smoothly as possible with the 
existing State Automated Welfare System (SAWS) 
and county call centers. Additionally, SAWS and 
county call centers should continue to simplify their 
application and enrollment processes to ensure a 
seamless interface with Covered California.
Enroll: Move toward Auto-
Enrollment in Key Programs
The most comprehensive way to increase 
participation rates in healthcare and public benefit 
programs is to auto-enroll applicants in all programs 
for which they qualify. States have demonstrated 
that auto-enrollment is possible with effective 
leadership and commitment. While not feasible in 
the short run, investing in infrastructure now will 
pave the way for greater integration, including the 
gold standard of auto-enrollment.
Year 2015: Integrate while the 
Federal Government Pays for It
California must act quickly on horizontal integration 
to take advantage of federal funding that expires 
soon. The federal government will pay for 90 percent 
of state investments in horizontal integration 
infrastructure, but only through 2015. Thereafter, 
the federal government will pay for 75 percent of 
the on-going costs of integration maintenance and 
operations.
We urge the Governor, Legislature, and other 
stakeholders to integrate public benefit programs 
with ACA programs as broadly, deeply, and quickly 
as possible.
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I. The Participation Problem: California’s Low “Take up” Rates 
in Public Benefit Programs
Like other states, California manages public benefit 
programs that serve both as a safety net for low-
income individuals and families and as work support 
for people across the income spectrum. California, 
however, lags behind many states in program take 
up rates. For a number of interrelated reasons, many 
eligible individuals do not participate in existing 
programs, resulting in poor health outcomes, 
unnecessary hardship, and missed economic 
opportunity.
In this Section, we describe California’s major public 
benefit programs and their respective participation 
rates. We identify the substantial benefits of increased 
take up to individuals, families, and the state. We 
then address take up barriers for select programs, 
and conclude by underscoring the possibilities for 
improvement through implementation of the ACA.2
A. California’s Underutilized Public 
Benefit Programs 
The state of California administers several major 
safety net and work support programs. California 
counties also operate a safety net program of last 
resort, and the federal government administers an 
important safety net program and generous work 
support programs through the tax code.3 All of these 
programs are under-utilized by eligible Californians.
1. State Safety Net Programs
California’s three major safety net programs include 
CalFresh (the state’s version of SNAP, formerly 
known as food stamps), CalWORKs (TANF), and 
Medi-Cal (Medicaid). CalFresh issues monthly 
electronic benefits to low-income households to 
purchase food. The Women, Infants and Children 
(WIC) program also offers nutrition security to new 
mothers and their children. CalWORKs provides cash 
assistance – and in some cases, childcare subsidies 
– to low-income families for basic needs. Medi-Cal 
currently provides health insurance to low-income 
people, including families with children, individuals 
65 years or older, those who are pregnant, and 
those with disabilities or with specific diseases. 
All of these programs are jointly administered by 
state and county agencies, and consumers access 
services at the county level. These programs, which 
have distinct eligibility criteria based on income and 
other factors, help California’s families most in need.
Figure 1
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2. State Work Support Programs
California also administers three work support 
programs through the Employment Development 
Department, including Unemployment Insurance (UI), 
State Disability Insurance (SDI), and Paid Family Leave 
(PFL). UI is supported by employer contributions, 
while SDI and PFL are supported by employee 
contributions. Benefits for all three programs are 
based on worker earnings for a specified period of 
time. UI and SDI provide partial and short-term wage 
replacement for unemployed or temporarily disabled 
workers. PFL provides up to six weeks of benefits 
for covered employees to care for a seriously ill child, 
spouse, parent, or registered domestic partner, 
or to bond with a new child. These programs help 
California’s working families stay connected to the 
labor force and make ends meet between jobs or 
while temporarily away from employment.
3. Other Public Benefit Programs
In addition to the safety net and work support 
programs noted above, the state administers a 
variety of smaller public benefit programs for targeted 
individuals and families.4 Outside of the spectrum 
of state-administered safety net and work support 
programs are: (1) the county-administered General 
Assistance or General Relief (GA/GR) programs, 
which are a safety net of last resort primarily for 
single, childless adults;5 and (2) the federally-
administered Earned Income Tax Credit (EITC) and 
Child and Dependent Care Credit (CDCC), which 
provide direct tax subsidies to working families.6
Eligibility criteria for GA/GR differ considerably 
by county in California, but in most counties the 
benefits are only available for nine months or less 
and only for adults who are participating in work 
activities or deemed unemployable. Eligibility criteria 
for the EITC and CDCC are set forth in the Internal 
Revenue Code. These programs are also very 
different in scale, as cash safety net programs such 
as GA and CalWORKs have shrunk in enrollment 
while healthcare and work support programs have 
generally grown.
Regardless of their size and scope, and while take up 
rates and barriers to take up vary across programs, 
all public benefit programs fail to enroll a substantial 
number of eligible individuals. For example, 
California’s Medi-Cal take up rate is currently 61 
percent, meaning almost two out of every five 
individuals eligible for Medi-Cal are not receiving 
benefits.7 California has the lowest CalFresh (SNAP) 
take up rate in the United States with only 55 percent 
of eligible individuals enrolled.8 Among the working 
poor, the participation rate is even worse – currently 
at 42 percent.9 That is, almost half of all individuals 
eligible for CalFresh do not receive food assistance, 
and almost 6 in 10 eligible working poor Californians 
do not receive CalFresh.10 Work support programs 
themselves also fail to enroll eligible individuals. For 
example, between 2002 and 2006, only two-thirds 
of women who received SDI for pregnancy also 
filed for PFL’s family bonding benefits.11
B. Benefits of Increased Take Up
Increasing take up rates for both safety net and 
work support programs is beneficial to individuals, 
families, and the state.12 Public benefit programs 
can improve health outcomes and reduce hardship 
associated with poverty. Increased take up of such 
programs, in turn, has a positive multiplier effect on 
the economy.
1. Improved Health and Well-Being
The ACA mandates the vertical integration of health 
coverage within Marketplaces. That is, consumers 
shopping in Covered California must be screened 
for all possible healthcare benefits, including 
Medi-Cal and healthcare tax credits. Not only 
will vertical integration save money, it will ensure 
greater coverage and improved health outcomes.13 
Evidence also suggests that increased take up of 
other public benefit programs can improve health 
outcomes as much as or even more than increased 
access to some types of health care.14
In fact, introduction of CalFresh appears to have 
improved birth outcomes in California, an indicator of 
the overall health of the population.15 And although 
children in low-income families often have lower 
academic achievement,16 they show improved math 
and reading scores when their families receive the 
EITC.17 These benefits extend well beyond the period 
of time during which families typically claim the credit.18
2. Reduced Hardship and Increased 
Social Mobility 
Increased take up rates of public benefit programs 
can help reduce poverty and its associated 
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hardships. Current safety net programs keep one 
in every seven Americans – or more than 40 million 
people – above the federal poverty line.19 The take 
up of public benefits can have an immediate effect 
on a family’s income and well-being. As the Census 
Bureau’s Supplemental Poverty Measure shows, 
applying the SNAP benefit to the calculation reduced 
the childhood poverty rate in the United States from 
21 to 18 percent in 2011, lifting over two million 
children out of poverty.20 TANF, UI, and the EITC had 
similar effects on the childhood poverty rate.21
Early childhood opportunities have important effects 
as children grow into adulthood. More than two-
thirds of children who are born in poverty remain 
in poverty as adults, thus facing limited social 
mobility and reduced economic productivity for 
their entire lives.22 Lifting families out of poverty can 
help to break intergenerational cycles of hardship. 
Research demonstrates that children in families that 
receive the EITC are more likely to attend college 
and earn more than those who do not receive the 
tax credit.23 The same study found that “a $3,000 
increase in family income … between a child’s 
prenatal year and fifth birthday is associated with 
an average 17 percent increase in annual earnings 
and an additional 135 hours of work” when a child 
reaches adulthood.24
3. Economic Growth
Increasing take up of public benefit programs 
– especially CalFresh – will also yield important 
economic benefits to California.25 Though modest 
administrative costs are shared by federal, state, 
and local governments, CalFresh benefits are 
100 percent federally funded. With 45 percent 
of individuals eligible for CalFresh falling through 
the cracks, California leaves nearly $5 billion of 
federal nutrition money unclaimed.26 Further, 
the multiplier effect of each federal dollar boosts 
California’s economy for everyone: each CalFresh 
dollar generates $1.79 in economic activity.27 These 
unclaimed dollars translate into $8.7 billion in lost 
economic activity, $86 million in lost state tax 
revenue, and $51 million in lost county tax revenue.28 
While joint state-federal funded programs like Medi-
Cal and CalWORKs impose upfront costs on the 
state, they keep low-income individuals participating 
in the local economy.
While safety net programs promise measurable 
gains, increasing take up of work support programs 
is also important, because these programs help 
keep recently working individuals and their families 
from falling into poverty. Whether an individual is not 
working due to an illness in the family, pregnancy, or 
a downturn in the economy, UI, SDI, and PFL help 
people who have unexpectedly stopped working 
stay afloat. In addition, the EITC helps cushion low-
income working families by letting them keep more 
of what they earn. By increasing take up of these 
programs, California can prevent poverty among 
low-wage workers and those who temporarily need 
to stop working.
C. Barriers to Increased Take Up
Research shows that barriers to program take up 
include lack of knowledge, stigma, transaction 
costs, and institutional barriers.
1. Knowledge and Stigma
Some people who are eligible do not apply for 
benefits because they do not know about the 
program or do not realize they qualify for it. These 
knowledge gaps plague many programs, and 
studies have documented the problem with respect 
to take up rates for SNAP,29 childcare subsidies,30 and 
PFL.31 This barrier may also impede taxpayers from 
taking up EITC, since EITC participation improved 
with promotion of the program.32 Even if a person 
is aware of a program and knows she is eligible, 
she may not apply because of associated stigma.33 
While difficult to quantify,34 stigma may be at work 
in lowering take up of all benefits programs when 
people are ashamed of asking for help to meet their 
basic needs.
2. Transaction Costs
Even after overcoming knowledge gaps and stigma, 
people may still fail to enroll because of high 
transaction costs. Transaction costs include travel 
time to public benefit offices, long wait times, and 
the general complexity of existing programs. Studies 
show that transaction costs act as a barrier to take 
up of SNAP,35 TANF,36 Medicaid,37 and UI.38 Such 
costs often disproportionately affect those with 
daytime jobs, poor health, or small children because 
they may not have time or energy necessary to 
pursue a successful application for these programs.
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3. Administrative Burdens
Administrative burdens, or “bureaucratic 
disentitlement,” also limit the take up of public 
benefits.39 These barriers include, but are not limited 
to, front-end interviews and screening, onerous 
documentation requirements, and frequent renewal 
or recertification processes. For example, until 
2011, CalFresh required fingerprinting during the 
application process.40 Barriers like these inhibit 
individuals’ desire to pursue benefits and reduce 
their likelihood of receiving and retaining assistance. 
While it can be difficult to isolate the barriers to take up 
for particular programs, successful initiatives in other 
states suggest these challenges are surmountable. 
With the implementation of the ACA, California can 
lower these barriers by integrating its Marketplace 
with a broad array of public benefit and work support 
programs while taking the opportunity to integrate 
and modernize the entire delivery system.
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II. The ACA Opportunity: Horizontal Integration of Public 
Benefit Programs
ACA implementation presents a unique opportunity 
to improve long and short-term outcomes for 
individuals, families, and the larger economy. States 
can maximize the impact of the ACA by increasing 
take up rates in public benefit programs ranging from 
county-administered General Assistance/Relief, 
through state-administered safety net and work 
support programs, to the federally administered 
Earned Income Tax Credit. By integrating public 
benefit programs with healthcare benefits, states 
can directly address barriers to take up by increasing 
knowledge about eligibility, lessening stigma, and 
reducing administrative burdens.
In this Section, we describe the ACA mandate to 
integrate vertically healthcare programs within 
Marketplaces like Covered California. Next, we 
discuss the ACA’s encouragement for Marketplaces 
to integrate horizontally with other public benefit 
programs. Finally, we note important, time-sensitive 
ACA incentives to foster horizontal integration by 
the states. The federal government will cover 90 
percent of the initial infrastructure costs associated 
with such integration through 2015.
A. The ACA Vertical Integration 
Mandate 
While the ACA offers states the option to create 
their own Marketplaces and expand Medicaid, 
the law requires Marketplaces to streamline and 
simplify application processes for available state and 
federal healthcare programs. This so-called “vertical 
integration” (see Figure 2) will be accomplished 
by standardizing eligibility rules for Medicaid, the 
Children’s Health Insurance Program (CHIP), and 
the new federal health insurance subsidies.41 If 
states choose to expand Medicaid, all individuals 
with incomes at or below 138 percent of the Federal 
Poverty Level (FPL) will be eligible for enrollment in 
the states’ Medicaid programs.42 Consumers with 
incomes between 138 and 400 percent of the FPL 
will be eligible for federal health insurance subsidies 
and may directly compare and purchase health 
insurance plans in the Marketplace. 
Within Marketplaces, 
“Assisters” and 
“Navigators” will help 
screen consumers 
for healthcare 
benefits. Assisters 
and Navigators 
are required to 
educate, enroll, 
and help individuals 
maintain health 
insurance coverage.43 
Marketplaces must 
also streamline 
eligibility and 
enrollment by 
offering a seamless 
“no wrong door” 
customer experience 
so that individuals 
can interact with the 
Marketplace online, 
by mail, by phone, or 
in person.
California has already 
established its own Marketplace, Covered California, 
and the state has committed to expanding its Medi-
Cal program. In addition to the estimated 880,000 
Californians currently eligible for, but not receiving 
Medi-Cal, policymakers estimate that one million 
residents will be newly eligible due to the Medi-Cal 
expansion.44 An additional 1.2 million people will 
be eligible for federally subsidized coverage.45 As 
a result of these expansions, experts predict that 
between 1.8 and 2.7 million Californians will gain 
healthcare coverage by 2019.46
Applicants for Medi-Cal, CHIP, or new health 
insurance coverage within Covered California 
will complete one streamlined application. Staff 
members at Covered California call centers will 
identify applicants eligible for Medi-Cal by asking 
seven threshold questions and will then refer these 
cases to the appropriate county welfare office via a 
“warm hand-off” on the phone.47 Applicants are not 
Figure 2
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supposed to wait more for more than 30 seconds 
while their cases are transferred to the county 
worker for processing. 
B. The ACA Horizontal Integration 
Option 
In contrast to mandated vertical integration of 
healthcare programs, the ACA encourages the 
integration of Marketplaces with “human services” 
(public benefit) programs, such as SNAP and 
TANF.48 This so-called “horizontal integration” 
(see Figure 3) refers to a spectrum of inter-
connectedness between and among program 
eligibility and enrollment systems. At the simplest 
level of integration, caseworkers or Assisters inform 
applicants of the existence of other programs for 
which they might be eligible. At the more integrated 
level, people applying for one program will be 
enrolled automatically in all programs for which they 
are eligible.
While not mandating horizontal integration, the 
ACA does require “interoperability” between 
the Marketplaces and states’ public benefit 
programs.49 The Health Information Technology 
for Economic and Clinical Health Committee, a 
federal agency dedicated to improving health 
information infrastructure, recommends a level of 
interoperability where “Federal agencies … use a 
set of standardized Web services that could also 
support the eligibility determination processes in 
other health and human services programs such as 
SNAP and TANF.”50
The ACA also includes certain features that will 
foster horizontal integration of the Marketplace and 
public benefits programs, for example, by developing 
common terminology in standardized formats 
between IT systems. Under federal law, enrollment 
into health coverage will be facilitated by: (1) data 
sharing, or the exchange of information about 
client circumstances across service programs; and 
(2) data matching, or the use of federal and state 
databases to verify consumer background.51 The 
federal government has not provided any guidance 
on more comprehensive integration between 
Marketplaces and public benefit programs beyond 
SNAP and TANF. 
California’s Marketplace, Covered California, hired the 
consulting firm Accenture to develop an information 
technology system to manage and connect the federal 
subsidies program and Medi-Cal/CHIP.52 The new 
system is called the California Healthcare Eligibility, 
Enrollment & Retention System (CalHEERS). Covered 
California will screen each application it receives for 
subsidized health insurance, enroll people eligible 
for subsidies, and refer people eligible for Medi-Cal 
to the counties, which will continue to make final 
eligibility determinations. This two-tiered model will 
require efficient data exchange between CalHEERS 
and counties, which use one of the three consortia 
that comprise the Statewide Automated Welfare 
System (SAWS).53
Such data exchange will also be important to 
the implementation of horizontal integration. 
The interface between CalHEERS and SAWS 
will include consumer information necessary for 
eligibility determination of several programs. It 
will also track whether a consumer is applying for 
non-health services programs, such as CalWORKs 
and CalFresh.54 For now, horizontal integration with 
public benefit programs has been secondary to the 
task of launching the Marketplace by October 1, 
2013.55
C. Federal Incentives to Integrate
To incentivize horizontal integration, the federal 
government will pay 90 percent of the costs of 
design, development, and implementation of health 
coverage eligibility systems, even when these 
changes improve other public benefit programs 
beyond healthcare.56 For systems developed before 
the 2015 expiration date, the federal government 
will pay for 75 percent of ongoing maintenance and 
operations costs. The federal government recently 
further simplified the approval process to encourage 
states to take advantage of federal funding.57
The federal government has encouraged states 
to seize this financial incentive to create the 
Figure 3
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integration model outlined in Figure 4. The Obama 
administration issued an executive order calling on 
“greater coordination across agencies [to] reduce 
[the significant number of regulatory] requirements, 
thus reducing costs and simplifying and harmonizing 
rules.”58 The Administration for Children and Families 
and Health and Human Services released Your 
Essential Interoperability Toolkit, a comprehensive 
set of background interoperability documents to 
help state human services agencies connect with 
health programs and maximize ACA benefits.59
California is not alone in implementing the ACA and 
making decisions about horizontal integration. Many 
states have already instituted some form of horizontal 
integration of existing public benefit programs with 
Medicaid or other state health insurance programs. 
Private organizations like the Ford Foundation and 
the Annie E. Casey Foundation have offered grant 
money to states looking to improve their methods of 
streamlining and integrating public benefit enrollment 
with health insurance and other programs.60
Figure 4
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In this Section, we describe California’s existing 
infrastructure for public benefit integration, including 
the state’s online portals for Medi-Cal, CalWORKs, 
and CalFresh. We then turn to horizontal integration 
best practices from other states, including ACA and 
non-ACA related initiatives. Finally, we highlight 
Pennsylvania as a model state from which California 
can draw lessons.
A. California’s Horizontal Integration 
Infrastructure 
California’s current public benefits system is partially 
integrated, but not seamless. The state offers a single 
application for its three main safety net programs: 
CalFresh, CalWORKs, and Medi-Cal. When applying 
for CalFresh, CalWORKs, and Medi-Cal, the applicant 
receives and fills out the SAWS 1, the official 
application form for these three programs. Though 
the process continues to vary some by county, 
applicants generally can apply online, by phone, 
by mail, or in person. Via a single website (www.
benefitscal.org), online applicants can access one of 
three portals depending on their county of residence. 
In addition to application sites, these portals provide 
some education on the eligibility and enrollment 
processes for other public benefit programs.
With the development of SAWS and the online 
portals, California has made some progress toward 
the horizontal integration of certain public benefit 
programs. Unfortunately, the system is far from 
optimal. As required by federal law, people who 
apply online can do so without including complete 
information, like household size, a phone number or 
a social security number. This results in significant 
delays and requires further outreach by caseworkers 
or in-person visits to welfare offices by applicants.61
Greater horizontal integration of public benefit 
application and enrollment in California will be 
challenging, but is not insurmountable. Horizontal 
integration must build on the three consortia that 
comprise California’s existing Statewide Automated 
Welfare System (SAWS): Benefits CalWIN (CalWIN), 
C4Yourself (C-IV), and LEADER. Each integrates the 
III. Policy Options: Horizontal Integration in California and Elsewhere
application process for CalWORKs, CalFresh, and 
Medi-Cal through its own distinct online portals. 
California plans to update the LEADER system to a 
LEADER Replacement System, (LRS) with the goal 
to migrate C-IV participating counties to this new 
system.62 Although the state spent $6 million over 
the last six years on LRS, the replacement system 
is not yet operational.63 Variations in program 
eligibility requirements also limit the potential to 
improve California’s application, data sharing, and 
data matching.
In September 2012, Governor Jerry Brown vetoed 
Senate Bill (SB) 970, which would have required 
horizontal integration in California.64 Under SB 
970, Marketplace customers would have been 
given the option of forwarding their application 
information to county human services departments 
to initiate simultaneous eligibility determinations 
for CalWORKs and CalFresh.65 The bill would have 
leveraged the opportunity to fund 90 percent of 
the integrated IT system with federal dollars. The 
Governor’s veto message described the bill as 
unnecessary and stated his intentions to pursue 
horizontal integration without legislation.67
Following this commitment, horizontal integration 
moved one step forward with the June 2013 passage 
of California’s 2013-2014 budget, which includes a 
provision requiring the state to seek federal waivers to 
use CalFresh enrollment data to determine Medi-Cal 
eligibility for people younger than 65 years of age.67 
Though the State Department of Social Services filled 
a new position for an Assistant Director for Horizontal 
Integration in April 2013, it remains unclear to what 
extent the state plans to implement horizontal 
integration over the medium to long term.68
B. Horizontal Integration Best 
Practices from Other States 
Many states have begun to integrate their public 
benefit programs in recent years. Some states have 
consolidated public benefit programs into single 
applications with online portals. Some have also 
instituted data sharing across agencies with the goal 
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of pre-populating applications for certain programs 
based on data from others. States have even used 
data matching, in combination with data sharing, to 
auto-enroll eligible individuals into certain programs. 
While California differs from most states due to the 
county-based nature of its enrollment systems for 
safety net programs like SNAP and Medicaid, other 
states’ efforts are nevertheless instructive.
1. Integrated Applications and Online 
Portals
Most states already incorporate multiple public 
benefit programs into a single application. As 
mentioned, California combines applications for its 
SNAP, TANF, and Medicaid programs into a single 
form known as the SAWS 1. In the absence of 
integrated applications, many states have created 
online portals, like California’s C4Yourself or Benefits 
CalWIN, which provide information about other 
public benefit programs. Many of these online portals 
include eligibility screeners, which allow consumers 
to see if they qualify for certain programs. Some 
portals go further by offering applications for these 
other programs. For example, Colorado’s Program 
Eligibility and Application Kit allows potential 
enrollees to screen and apply for nine programs.69
2. Data Sharing
Some states have moved beyond the consolidation 
of programs into a single application or online portal 
toward the sharing of data across state agencies 
and departments. Wisconsin’s Department of 
Health co-administers SNAP and Medicaid using 
an online benefit portal that allows users to directly 
apply for SNAP and health coverage and offers 
supplemental information about how to apply for 
other programs like TANF, school meal programs, 
and energy assistance programs.70 Other states 
use information gathered by an agency for one 
program to determine eligibility for another. For 
example, fifteen states and the District of Columbia 
coordinate SNAP benefits with the federal Low 
Income Home Energy Assistance Program to 
maximize so-called “heat and eat” benefits for low-
income households.71 Similarly, Vermont effectively 
employs a single application to auto-enroll recipients 
of the Special Supplemental Nutrition Program 
for Women, Infants and Children (WIC) in health 
coverage, and vice versa. As a result, 97 percent of 
Vermont’s young children receiving WIC also have 
health insurance, compared to only 61 percent of 
children nationwide.72
3. Data Matching
Some states have streamlined enrollment 
processes for social services programs by allowing 
for data matching, eliminating the need to verify 
already reported enrollee information. Congress 
has promoted the move toward data sharing as well 
as matching with its Express Lane Eligibility (ELE) 
initiative.73 The Children’s Health Insurance Program 
Reauthorization Act of 2009 (CHIPRA) gives states 
the choice to base child Medicaid and CHIP eligibility 
or renewal determinations on findings of other need-
based programs like SNAP and WIC, eliminating 
reassessment of common eligibility factors.74 States 
have also linked agencies that administer school 
lunch programs, taxes, and home energy assistance 
programs. For example, New Jersey links Medicaid 
and CHIP to the Department of Revenue as well as 
to its free and reduced lunch programs.75
Louisiana was the first state to participate in the 
ELE initiative.76 The state uses eligibility findings 
from SNAP to identify and automatically enroll 
eligible-but-unenrolled children into Medicaid, 
requiring no additional eligibility determination. The 
program has been very successful with over 20,500 
children identified as eligible and more than half of 
them enrolled and provided service.77 Some of the 
other ELE states do not auto-enroll applicants into 
other public benefit programs, and instead perform 
outreach to eligible individuals. For example, South 
Carolina performs mail and telephone outreach to 
potential SNAP and TANF enrollees.78 While most 
states have limited ELE to children, some states 
have applied for Section 1115 waivers to expand the 
program to adults.79
4. Integrating Work Support Programs
Currently, most states do not integrate work 
support programs with safety net programs. 
Massachusetts, however, has linked health coverage 
to Unemployment Insurance. The Unemployment 
Health Insurance program, also known as the 
Medical Security Program, is offered to recipients 
of unemployment assistance and eligibility is based 
upon one’s income, generally less than 400 percent 
of the federal poverty level. One can either receive 
premium assistance or direct coverage, which ends 
when unemployment benefits cease.80
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C. Pennsylvania: A Model State for 
Horizontal Integration 
The Commonwealth of Pennsylvania Access to Social 
Services (COMPASS) allows users to apply for up to 
thirteen benefits programs in a single application.81 
A pioneer of horizontal integration, Pennsylvania has 
been a model for other states. The system allows 
for cross-program data sharing and has the ability 
to access information from employment databases, 
childcare databases, and the national school lunch 
program database. The system also checks for 
eligibility for CHIP and forwards eligible cases to the 
Department of Insurance. 
Philadelphia improves upon ELE, which only uses 
SNAP or other public benefit application responses 
to enroll people in health insurance, but does 
not enroll in the opposite direction, from health 
insurance to SNAP. Philadelphia, however, has 
piloted its own program for health insurance-to-
SNAP enrollment. Launched in June 2012 and 
funded by a demonstration grant from the U.S. 
Department of Agriculture, BenePhilly sought to 
increase the use of SNAP among eligible seniors 
in Philadelphia.82 In a single year, the program 
successfully used existing Medicaid enrollment 
data to increase SNAP enrollment among seniors 
by 23 percent.83
In order to accomplish horizontal integration, 
Pennsylvania had to simplify many of the eligibility 
requirements for its programs and apply for federal 
waivers of face-to-face interviews.84 The state has 
also forged alliances across agencies like creating 
alignment agreements between the Departments 
of Public Welfare and Insurance. Unlike California, 
Pennsylvania manages these programs at a 
state level as opposed to the county level, which 
clearly facilitated some aspects of integration. 
Nevertheless, the Pennsylvania experience 
suggests that populous states like California can 
integrate public benefit programs with the new 
Marketplace and across agencies.
In fact, several states anticipate providing some 
level of horizontal integration with their respective 
ACA Marketplaces and existing public benefit 
programs.85 Colorado,86 Maryland,87 Wisconsin,88 
and the District of Columbia89 all proposed plans 
for integration. These states intend to incorporate 
horizontal integration by 2015 to take advantage of 
available federal funding for integrated Marketplace 
development and design. California can learn from 
the experience of Pennsylvania and states that are 
integrating their Marketplaces with public benefit 
programs.
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California should lead the nation in the 
integration of healthcare and public benefit 
programs. California has the most to gain – for its 
people and economy – by going broad (integrating 
as many safety net and work support programs as 
possible), deep (moving as close to auto-enrollment 
as possible) and fast (taking advantage of federal 
infrastructure dollars and reaping benefits as soon 
as possible) to align and integrate public benefits 
within Covered California. While practical obstacles 
prevent implementation of seamless auto-
enrollment across all public benefit programs in the 
near term, we recommend that the state take the 
following “EASE-Y” steps in that direction:
A. EDUCATE: Provide Information 
about Public Benefit Programs 
To help overcome knowledge and stigma gaps and 
to increase participation in public benefit programs, 
Covered California should provide information 
to all applicants – online, by phone, by mail, or in 
person – about the availability of public benefit 
programs for which they are eligible. The details of 
such an educational effort can be determined and 
implemented over time, but the baseline principle 
must be established from the beginning. Public 
benefit programs should also incorporate into their 
existing delivery models information about Covered 
California and the newly available healthcare options. 
The California Department of Social Services is 
currently overseeing a statewide CalFresh outreach 
program.90 The program is supported by matching 
funds from the United States Department of 
Agriculture (USDA) and grants from the California 
Endowment, MAZON: A Jewish Response to 
Hunger, local county boards of supervisors, and 
other private donors. The effort involves seven 
partner organizations, fourteen sub-partners, and 
100 subcontractors who in turn promote CalFresh 
enrollment through more than 3,000 community-
based organizations in 51 of the state’s 58 counties.91 
Since Covered California is launching its own 
outreach and education campaign, the state 
should coordinate efforts to take advantage of 
existing networks, materials, and experience to 
ensure maximum reach and impact.
B. ASSIST: Screen and Connect to 
Public Benefit Programs 
To reduce transaction costs and lower institutional 
barriers, Covered California should screen low-income 
applicants for eligibility for public benefit programs. 
Screen and connect has been used effectively with 
safety net programs in other states.92 For example, 
California could emulate states like New Mexico 
and develop an informative benefits calculator, 
which would provide applicants with an estimate of 
benefit amounts that they would receive.93 Covered 
California already has a cost-benefits calculator 
on its website for health coverage and subsidy 
determinations, and it could add a similar calculator, 
or eligibility screener, for safety net programs.94 As 
noted above, states that have a robust screen and 
connect system, like Pennsylvania’s BenePhilly, have 
increased take up rates.
California should also prioritize screen and connect 
strategies for work support programs. While some 
of this can be accomplished online, the new 
Assisters and Navigators should be funded and 
trained to assume a central role in the screen and 
connect strategy. The Employment Development 
Department (EDD) administers the three most 
important work support programs – UI, SDI, and 
PFL – which will make it easier for Assisters and 
Navigators to screen and connect customers. They 
can screen with simple questions like, “Are you 
working?” and “If not, is it because you are sick? 
Are you caring for a sick family member? Did you 
lose your job?” 
IV. Recommendations 
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use CalFresh data to enroll individuals under 65 into 
the Medi-Cal program.99
D. ENROLL: Move toward Auto-
Enrollment in Key Public Benefit 
Programs 
The most comprehensive way to increase 
participation rates in healthcare and public benefit 
programs is to auto-enroll applicants in all programs 
for which they qualify. Auto-enrollment addresses 
most take up barriers and maximizes program 
participation for eligible individuals and families. 
Although auto-enrollment will not be feasible for all 
programs immediately, California should simplify 
as many application processes as possible. At the 
very least, California should ensure that Accenture 
incorporates into CalHEERS the technological 
flexibility to allow for auto-enrollment of key safety 
net programs such as CalFresh and CalWORKs as 
soon as possible.
In guidance released May 17, 2013, the federal 
Department of Health & Human Services Centers for 
Medicare & Medicaid Services (CMS) encouraged 
states to adopt auto-enrollment strategies to increase 
participation in Medicaid.100 Specifically, states 
should consider enrolling individuals into Medicaid 
based on SNAP eligibility to ease the administrative 
burdens of conducting multiple, independent 
eligibility determinations. Studies conducted by the 
Urban Institute and the Center on Budget and Policy 
Priorities reveal that, despite differences in eligibility 
business rules, 90 to 97 percent of SNAP recipients 
will qualify for ACA-expanded Medicaid programs.101 
Such federally-funded auto-enrollment strategies 
will provide a much-needed interim safeguard to 
ensure no applicants fall through the gaps between 
Covered California and social services offices.
California’s Assembly Bill 191 (2013) would help 
to operationalize the CMS guidance by improving 
the alignment between CalFresh and Medi-Cal. 
The bill would make households with a Medi-Cal 
recipient categorically eligible for CalFresh, thus 
bringing food assistance and millions of dollars in 
federal aid to more than 200,000 medically-needy 
Californians.102 Passage of AB 191 would be a 
critical step in the direction of complete auto-
enrollment between public benefits programs 
and healthcare programs.103
C. STREAMLINE: Integrate Health 
and Public Benefit Programs
To further reduce transaction costs and institutional 
barriers, the new online health portal should integrate 
as seamlessly as possible with the existing State 
Automated Welfare System (SAWS) to streamline 
eligibility determinations for safety net programs. In 
particular, we recommend that CalHEERS prioritize 
the integration of health plan data with the SAWS 
so that applicants can easily apply for CalFresh and 
CalWORKs. After an applicant provides personal 
information to purchase health insurance, the 
system should pre-populate application forms 
for these two important benefit programs. If the 
state has the ability to align CalFresh, CalWORKs, 
and Medi-Cal in SAWS, the system should be 
able to share applicants’ data with CalHEERS (and 
vice versa) to help eligible individuals enroll in all 
programs for which they qualify.95 The interface 
that will connect CalHEERS to the SAWS has 
been delayed, and will not be operational during 
the pre-enrollment period that begins in October 
2013. Covered California and Accenture should 
ensure that its development is a high priority 
going forward.
With the enactment of AB 174 (Monning) in 2012, 
California now authorizes increased data sharing 
between Covered California and work support 
programs administered by the EDD.96 The new law 
permits the use of EDD data to determine or verify 
the eligibility of applicants for healthcare and other 
benefits.97 Linking different enrollment systems 
is the first step toward true integration. The state 
should strengthen this data link and further align EDD 
eligibility with healthcare eligibility determinations by 
pre-populating applications for multiple programs 
with consumer information. At a minimum, 
Covered California Assisters and Navigators can 
use this already-collected information to educate 
and connect eligible applicants to EDD programs, 
such as Unemployment Insurance, State Disability 
Insurance, and Paid Family Leave.
While this report does not recommend specific 
eligibility reforms, existing rules place limits on 
pre-populating applications for some programs. 
Nevertheless, California will undertake data 
matching with federal systems like the IRS to 
determine eligibility for subsidized health insurance 
and Medi-Cal.98 In addition, with the approval of 
necessary federal waivers, California will be able to 
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E. YEAR 2015: Integrate while the 
Federal Government Pays for It
Auto-enrollment will entail upfront implementation 
costs. Coordinating technology and personnel to 
integrate Marketplaces with safety net and work 
support programs will be challenging. Nevertheless, 
we urge the Governor, Legislature, Covered 
California, and other stakeholders to integrate 
public benefit programs with healthcare programs 
as broadly, deeply, and quickly as possible. 
In particular, California should capitalize on the 
ACA’s financial incentive for horizontal integration. 
The federal government will pay for 90 percent 
of state investments in horizontal integration 
infrastructure, but only through 2015. Thereafter, 
the federal government will pay for 75 percent of 
the on-going costs of integration maintenance and 
operations.
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With implementation of the federal Affordable Care 
Act, California has a once-in-a-generation opportunity 
to increase access both to health coverage and to 
critical safety net and work support programs. At 
the most basic level, the state can educate and 
assist consumers who apply for health benefits 
through Covered California. Such information and 
help should flow bi-directionally between Covered 
California and key public benefit programs. At the 
same time, California should integrate the new 
healthcare infrastructure more directly with safety 
net and work support programs by streamlining 
the application process and auto-enrolling eligible 
participants. 
Time is of the essence. California must act quickly to 
take full advantage of federal funding for horizontal 
integration infrastructure through 2015. Increasing 
participation in ACA, safety net and work support 
programs will improve health, reduce hardship, and 
grow the economy for all Californians. 
Conclusion
Page 20 | The Obamacare Opportunity
ACA: The federal Patient Protection and Affordable 
Care Act, which is designed to expand healthcare 
coverage to tens of millions of Americans and 
reduce healthcare costs through state-implemented 
mandates, tax credits and subsidies to individuals 
and small businesses.
MyBenefits CalWIN: CalWIN’s online portal for 
individuals to determine eligibility and apply for 
Medi-Cal, CalWORKs, and CalFresh. 
C4yourself: C-IV’s online application system for 
individuals to apply and monitor their benefits for 
Medi-Cal, CalWORKs, and CalFresh. 
C-IV: The largest of California’s three automated 
welfare systems (SAWS) consortia, which was 
designed to manage the data in 35 counties for 
CalWORKs, CalFresh, Medi-Cal and other public 
benefit programs.
CalFresh: California’s version of the federally funded 
Supplemental Nutrition Assistance Program 
(formerly known as Food Stamps) providing low-
income recipients with electronic cash benefits to 
purchase food.
CalHEERS: The California Healthcare Eligibility, 
Enrollment and Retention System, Covered 
California’s new eligibility and enrollment system 
designed to simplify and streamline access to 
health coverage for individuals and small businesses 
beginning January 1, 2014.
CalWIN: One of California’s three SAWS consortia 
that administers safety net programs in 18 counties, 
including eligibility and benefits determination, 
client correspondence, management reports, 
and interfaces and case management for safety 
programs, including CalWORKs, CalFresh, Medi-
Cal, and other public benefit programs. 
CalWORKs: California’s version of TANF (formerly 
known as AFDC), which provides cash aid and 
services to needy families with dependent children.
CHIP: The joint state-federal Children’s Health 
Insurance Program, which provides health insurance 
Glossary
coverage to children in families with incomes above 
Medi-Cal eligibility but insufficient to purchase 
private coverage.
Covered California: California’s ACA Marketplace, 
which is scheduled to begin offering individuals and 
businesses affordable health insurance coverage in 
January 2014. 
EDD: California’s Employment Development 
Department, the state agency that administers 
Unemployment Insurance, State Disability 
Insurance, and Paid Family Leave. 
EITC: The federal Earned Income Tax Credit, which 
is a refundable tax credit for low- and moderate-
income working people, primarily for those who 
have qualifying children. 
ELE: Express Lane Eligibility, which was authorized 
by the Children’s Health Insurance Program 
Reauthorization Act of 2009 and incentivizes states 
to use information from existing government 
databases and other safety net programs to simplify 
eligibility determinations for Medicaid and CHIP. 
FPL: The Federal Poverty Line generally refers to 
poverty thresholds issued by the U.S. Census 
Bureau to estimate the number of people living in 
poverty each year. The Department of Health and 
Human Services issues poverty guidelines, which 
are used to determine eligibility for a variety of 
public benefit programs. 
Healthy Families: California’s version of CHIP, which 
provides low cost health, dental, and vision coverage 
to children who do not have insurance and do not 
qualify for free Medi-Cal. 
LEADER: One of California’s three SAWS consortia, the 
Los Angeles Eligibility, Automated Determination, 
Evaluation and Reporting System manages data 
for social service programs in Los Angeles County, 
including CalWORKs, CalFresh, Medi-Cal, and other 
public benefit programs. 
LRS: The LEADER Replacement System, which 
is designed to update the LEADER system and 
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integrate more public benefits programs.
Marketplaces: Venues where states will offer ACA-
related health coverage. Marketplaces have also 
been called health benefits exchanges and health 
insurance exchanges.
Medi-Cal: California’s version of Medicaid, which 
offers free and low-cost health care and services to 
qualifying low-income residents. 
PFL: California’s Paid Family Leave, which is 
administered by the Employment Development 
Department and provides partial wage replacement 
to eligible workers on leave for caregiving and 
bonding.
Public benefit programs: Programs administered by 
the federal, state or local government, which provide 
a safety net or work support to eligible individuals 
and families.
Safety net programs: Means-tested public benefit 
programs such as CalFresh, CalWORKs and Medi-
Cal, which provide basic assistance to prevent 
hardship for individuals and families.
SAWS: The Statewide Automated Welfare System, 
made up of three consortia (CalWIN, C-IV, LEADER) 
that support county-level eligibility and benefit 
determination, enrollment, and case management 
for some of the state’s public benefit programs. 
SDI: California’s State Disability Insurance, which 
is administered by the Employment Development 
Department and provides partial wage replacement 
to eligible workers who are unable to work due to 
temporary disability. 
SNAP: The Supplemental Nutrition Assistance 
Program (formerly known as Food Stamps), which 
offers federal nutrition assistance to eligible, low 
income individuals and families. 
TANF: Temporary Assistance for Needy Families, 
the joint state-federal program which provides cash 
assistance and services to indigent families with 
dependent children.
UI: Unemployment Insurance, a state-federal 
program administered by the Employment 
Development Department that provides partial 
wage replacement to unemployed workers.
WIC: The Special Supplemental Nutrition Program for 
Women, Infants, and Children, a joint state-federal 
program which provides for the health and nutrition 
of low-income pregnant women, breastfeeding 
women, and infants and children under the age of 
five. 
Work support programs: Social insurance and tax 
credit programs such as Unemployment Insurance, 
State Disability Insurance, Paid Family Leave, and 
the Earned Income Tax Credits.
Your Benefits Now: The LEADER-run online portal 
for Los Angeles County residents to apply and 
check their benefits for CalWORKs, CalFresh, and 
Medi-Cal. 
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